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The following citations represent the findings of 

an abbreviated survey for complaints #167509, 

#167464, #167347, #167354, #167364, #166761, 

#166422, and #165267 conducted on 12/02/21, 

12/06/21, 12/07/21, 12/08/21, 12/13/21, 12/14/21, 

12/15/21 and 12/16/21.
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